6. Discussion: the key question is the generalizability of the results as noted above. How are the risks versus the benefits of surgery in the decision to operate discussed within this clinic versus the surgeons offices.? How did the clinic provide data with regard to postsurgery expectations? Was it solely about recovery or about improvement in quality of life related to surgery it would also be important to understand the financing of the clinic and whether they saw the patients postoperatively? Since frailty was discussed throughout the manuscript were these consultants experts in geriatrics?
REVIEWER
Sophie Rees University of Warwick, Warwick Clinical Trials Unit REVIEW RETURNED 27-Aug-2019 GENERAL COMMENTS This is a well written article with interesting findings.
I have a few suggestions: -how many individuals did the authors intend to interview? Seven is quite a small number for a study which doesn't involve going into great depth with participants.
-it says sampling was purposive but it doesn't say in terms of what characteristics -more detail on the analysis process would be useful as it is quite sparse at the moment.
-did you have specific cases/patients to discuss in the interviews, or was it only hypothetical questions? This is a limitation if the latter, as it would be preferable to discuss specific cases to get better data -at one point the initials EH is used and then EAH -the authors need to pick one. p.9 line 7 this participant did not *feel they* required this...
-it would make it much more pleasant to read if the quotations were in the text rather than in the table -in the first section of the discussion it could be mentioned that doctors may rely on heuristics to make decisions rather than evidence when using clinical judgement which could make decision-making inconsistent and non-transparent or patientcentred.
-the heading of 'strengths and limitations' should be added in the discussion -some greater reflection on the position of the researcher would be helpful. At the moment it says they quantitatively evaluated the clinic. Is there any potential for bias if this researcher was invested in the clinic?
VERSION 1 -AUTHOR RESPONSE Reviewer 1: Lee A Fleisher
The authors formed a qualitative analysis of the value of a perioperative physician clinic for surgical patients. General comment 1. Introduction: the key question in understanding this paper is the composition of the clinic and how the referral patterns occur. Who specifically staffs the clinic and how do they interface after surgery? This may be in the other paper but would require looking into that manuscript. Please provide a brief overview and include the discussion later in the manuscript.
The following paragraph has been added to the introduction: "The current model of care for this clinic involves the ad hoc referral of patients who have been identified by either the surgeon or anaesthetist as having the potential to benefit from preoperative assessment and management. The clinic comprises two part-time physicians, one clinical practice nurse consultant and one administration officer. On average, 16 new patients are assessed and 8 patients are reviewed per week in addition to the co-management of assessed patients who have been admitted to hospital for surgery."
The following paragraph has been added to the discussion as part of the description of the surgeon and clinic physician relationship:
"Referred patients received preoperative assessment and management in an outpatient setting (i.e. prior to hospital admission for surgery) and, once admitted to hospital for surgery, were co-managed by the high-risk clinic physician and nurse up until discharge from hospital." 2. Introduction, second paragraph: the authors discuss unmeasured factors and unmeasured confounding. It will be important to provide additional data on what this means as well. This is also the goal of the consultation and therefore how this is utilized is also important.
The following has been included to provide additional information on the impact of unmeasured factors:
"The evaluation included a range of measured factors, such as patient demographics, surgery-related factors and selected medical co-morbidities, that could bias or distort the association between the clinic and patient outcomes. However, the evaluation findings suggested that there may be additional unmeasured factors that contribute to patient complexity,[3] thereby influencing referral to the clinic and the potential underestimation of the effect of the clinic on patient outcomes." 3. Methods: do the authors have any data on who refused to participate in the study. Are the specific surgeons who did not participate different than the surgeon who did participate?
Only the surgical specialty and sex were recorded for surgeons who did not respond to the invitation to participate in the study. Three females and 17 males from the following surgical specialties did not respond: anaesthetics (6); ear, nose and throat surgery (1); upper gastrointestinal surgery (2); orthopaedic surgery (4); urology (2); colorectal surgery (2); vascular surgery (2) and breast cancer surgery (1). A sentence has been included to the findings under general characteristics.
Theme 1: It is important to understand how they use non-anesthetists consultants. This relates to the previous comments about the need to describe the clinic and how preop evaluation is performed in their institution and the interface with both medical and anesthetists consultants. It also would be important to understand how the consultation was used to define surgical risk. Finally, could some of the reasons may be related to concerns about cancellations?
The strengths of physician-led preoperative evaluation in this setting are:
 the physician is able to optimise the patient's pre-existing medical conditions for short-and long-term health improvement, complementing the skillset of the anaesthetic team, which provides safe anaesthesia and specific perioperative management  the potential anaesthetic and surgical burden for the patient are recognised, and detailed patient management suggestions can be provided to the operative team  the patient's long-term and perioperative needs can be provided to all relevant medical professionals involved with the patient's care, both in and out of hospital.
The timing and delivery of a preoperative medical assessment compared with a preoperative anaesthetic assessment also differs. Patient appointments with the clinic can occur from one week (for urgent cancer surgery) and up to 12 months (for orthopaedic surgery) prior to a hospital admission for surgery. In comparison, the anaesthetic service generally sees patients up to four weeks before surgery.
A condensed version of the description above has been included in the discussion.
Regarding the medical consultation, the physician targets selected co-morbidities that have the potential to be managed and optimised prior to elective surgery. Five co-morbidities overlap with the Revised Cardiac Risk Index, a widely used and validated tool designed to predict cardiac-related complications after mixed non-cardiac surgery. The presence of two or more of the following predictors indicate an increased risk for perioperative cardiac complications: ischaemic heart disease, history of congestive heart failure, history of cerebrovascular disease, insulin therapy for diabetes, renal impairment and high-risk type of surgery. Additionally, the clinic targets respiratory disorders to reduce the risk of postoperative pulmonary complications, and anaemia to reduce the likelihood of transfusion and associated risks of morbidity and mortality. Dementia is also targeted due to its impact on recovery and patients requiring additional care and management in hospital.
Regarding cancellations, one of the surgeons mentioned the challenges with cancellations to the surgery schedule but it did not appear to be a key factor in the decision to refer a patient. This sentence has been added to the Findings under theme 1.3.
5.
Theme two: the authors keep discussing comments related to reassurance of the patient. Do the consultants ever suggests that surgery is not the best option? This is an important component of how to evaluate the role the consultation. With respect to the recommendations, did they discuss transitions in care, specific medical comorbidities or were these referred to medical specialists, or enhance recovery protocols? This would again help the framing of the generalizability of the results.
Some of the consultants mentioned the clinic was useful for helping patients understand why surgery may not be the best option (Table 1 , Quotations 9 and 10). The clinic physician, where appropriate, will discuss non-surgical options such as medical management and palliative care services. The clinic physician will also discuss Advanced Care Directives (legal arrangements for the patient's future health, end of life, preferred living arrangements and other personal matters) with certain patients. This has been added to the discussion.
Discussion: the key question is the generalizability of the results as noted above. How are the risks versus the benefits of surgery in the decision to operate discussed within this clinic versus the surgeons offices? How did the clinic provide data with regard to postsurgery expectations? Was it solely about recovery or about improvement in quality of life related to
surgery it would also be important to understand the financing of the clinic and whether they saw the patients postoperatively? Since frailty was discussed throughout the manuscript were these consultants experts in geriatrics?
The clinic physician in this study was considered a member of surgical teams with expertise on the medical management of patients in preparation for surgery. There was ongoing communication and active involvement in the management of the patient between the surgeon and the clinic physician throughout the surgical period. Examples of the communication between the surgeon and clinic physician are provided in Table 2 , Quotations 19, 22 and 23.
Management of the patient also extended to the post-operative period, with the clinic physician providing recommendations for post-operative care of the patient and the perioperative involvement of clinic nurses (as part of the clinic team) ensuring consistency of care and appropriate post-operative follow-up (Table 2, Quotation 24) . The post-operative management provided by the clinic physician and team not only focuses on the potential medical complications after surgery but extends to managing the patient's expectations regarding care and assistance after they are discharged from hospital, as described in Table 2 , Quotation 25. All participants acknowledged the importance of the clinic's involvement in the post-operative management of their patients. However, the clinic physician's recommendations for post-operative care were viewed to be for the benefit of the medical and nursing staff who were involved with the day-to-day care of the patient in the post-operative period.
The clinic is currently financed through the South Australian Government Department of Health.
The surgical consultants in this study did not specialise in geriatrics but the patient's physical function via observation and communication during the consult appeared to be a factor in their decision to refer. A formal frailty assessment is conducted in all patients referred to the clinic.
Reviewer 2: Sophie Rees
This is a well written article with interesting findings.
I have a few suggestions:
-how many individuals did the authors intend to interview? Seven is quite a small number for a study which doesn't involve going into great depth with participants.
We invited 27 surgeons and anaesthetists to participate with the understanding that this was a difficult population to access given the demands of their profession. However, given the specific interview topic, the surgeons who did make time to participate were able to provide in-depth data on the management of complex patients. Consequently, data saturation of themes was achieved for the surgeons who frequently referred patients to the clinic. Unfortunately, only one surgeon who referred patients to the clinic infrequently agreed to participate. Additional time and resources may have allowed for the collection of additional data and themes for surgeons who referred patients infrequently but this was beyond the scope and timeframe of this study.
-it says sampling was purposive but it doesn't say in terms of what characteristics
The following has been added to the Methods under setting and participants:
"Sampling was purposive and included surgical consultants with varying levels of experience from several specialties who were eligible to refer patients to the clinic and could provide in-depth knowledge on the decision-making process for referral and management of complex patients."
-more detail on the analysis process would be useful as it is quite sparse at the moment.
The following has been added to provide more detail on the data analysis:
"A theoretical approach was used to develop themes from the data. Given the specific questions, explanatory purpose and area of interest, themes were identified at a semantic level focusing on the explicit, stated meaning of the data.
[7] CTP initially coded all transcripts and EAH reviewed and coded selected transcripts. CTP and EAH examined the consistency of the coded text and explored and refined the emerging themes. Codes were initially organised into broader thematic groups and subthemes, which were then reviewed and discussed within the research team to check the relevance of themes with clinicians and compare findings to contemporary literature about clinical decision-making and managing risk. All authors contributed to the final selection of themes and their interpretation in relation to the overall research questions."
-did you have specific cases/patients to discuss in the interviews, or was it only hypothetical questions? This is a limitation if the latter, as it would be preferable to discuss specific cases to get better data
As mentioned in the Findings under Theme 1: "All participants initially described the optimisation of co-morbidities and would then elaborate with discussion of exemplar patient cases to demonstrate the challenges with managing complex patients and communicating the risks involved with having surgery."
-at one point the initials EH is used and then EAH -the authors need to pick one.
All instances have been corrected to EAH. p.9 line 7 this participant did not *feel they* required this...
This sentence has been amended.
-it would make it much more pleasant to read if the quotations were in the text rather than in the table
Inclusion of the quotations in the text would add 1,500 words, taking the manuscript over the word limit. While the authors agree that in-text quotes assist with the flow of arguments, we will await instruction from the Editor regarding the placement of quotations in a table or in-text.
-in the first section of the discussion it could be mentioned that doctors may rely on heuristics to make decisions rather than evidence when using clinical judgement which could make decision-making inconsistent and non-transparent or patient-centred.
The following sentence has been added to the discussion:
"Given the current ad hoc referral of patients to the clinic, it is likely that clinical judgement could be a contributor to the variations in the results from the quantitative evaluation."
-the heading of 'strengths and limitations' should be added in the discussion
This has been added to the discussion section.
-some greater reflection on the position of the researcher would be helpful. At the moment it says they quantitatively evaluated the clinic. Is there any potential for bias if this researcher was invested in the clinic?
The following has been added to the methods under data collection:
"There was a potential for bias given the researcher's working relationship with the clinic but the evaluation of the clinic (both quantitative and qualitative) was funded by an independent Governmentfunded agency and there was no dependent working relationship between the researcher and the clinician beyond the study."
VERSION 2 -REVIEW

REVIEWER
Lee Fleisher
University of Pennsylvania School of Medicine, Anesthesiology and Critical Care REVIEW RETURNED 27-Oct-2019
GENERAL COMMENTS
The paper was been suitably revised
